Objective-To evaluate factors associated with non-compliance with having second vaccination against diphtheria, tetanus, and pertussis in a treatment centre in Dhaka to determine which children were most at risk of not completing immunisation.
Introduction
In 1988 an immunisation programme-the World Health Organisation expanded programme on immunisation-was established in the treatment centre of the International Centre for Diarrhoeal Disease Research, Bangladesh, following WHO guidelines based on concern that immunisation opportunities might be missed in health care facilities.' In 1989 half of the eligible patients had been vaccinated against diphtheria, tetanus, and pertussis before admission to hospital. Parents of children under 2 years who had not completed a course of immunisation were encouraged on discharge to bring their children to the immunisation room, which was open seven days a week from 7 am to 7 pm and where, in 1989, 9661 children were seen and vaccinated.
Health workers motivated mothers by means of small group discussion and individual counselling on the wards. Mothers were accompanied by a health worker to the immunisation room, where they received further education about immunisation. Both on the wards and in the immunisation room the workers used visual aids to emphasise the nature of the diseases that vaccination protects against. All patients' mothers or attendants received this information at least once. After vaccination the immunisation schedule was explained and parents informed that their child would need a second dose after four weeks as well as a third and in some cases a fourth visit to complete the immunisation course. They were advised either to go to their nearest immunisation centre or to return to the International Centre for Diarrhoeal Disease Research, Bangladesh, if it was more convenient. The aim of the study was to evaluate the rate of compliance with the advice given about the second dose of diphtheria, tetanus, and pertussis vaccine. The study also aimed at identifying the social and economic characteristics associated with compliance in order to find out which children were most at risk of not completing their immunisation course. In Bangladesh 49% of 1 year old children were fully immunised with diphtheria, tetanus, and pertussis vaccine in 1988 was to ascertain whether the child had been taken for the second vaccination. Reasons given for follow up or non-follow up were recorded and the parents again asked about their perception of their child's health and the treatment they had received. Analysis-Data were entered into a microcomputer and validated by visual and logical checks. Descriptive statistics and creation of primary tables were carried out with statistical package for the social sciences PC+ software (SPSS Inc, Chicago, USA). For quantitative variables either a t test or a non-parametric (Wilcoxon's) test was used, as appropriate. Relative risk and 95% confidence intervals for association between each factor of interest and non-compliance with the second dose of diphtheria, tetanus, and pertussis vaccine were calculated by the method of Greenland and Robins3 (with the software EPI INFO, Centers for Disease Control, Atlanta, Georgia, USA). Economic indicators (for example, owning a radio, television, fan, brick house, etc) are highly associated covariates and therefore were evaluated individually. For the study we thought it unnecessary to develop a composite economic indicator. The important point was that the relative risk estimates of individual economic indicators were in the same direction and generally of similar magnitude.
Results
Of the 113 children whose families were interviewed at six weeks, 67 were boys and 46 girls. Twenty four boys (36%) and 16 girls (35%) were firstborn children. The median number of siblings per patient was two with a range of nil to eight. The median educational level of the mothers was one year and of the fathers five years. Although 46 (41%) of the fathers had had no schooling, 31 (27%) had been educated beyond class X. Fifty nine (52%) of the mothers had not been to school and only two had been educated beyond class X. Only six families (5%) had lived for 10 years or more in their present home, and the median length of residence was two years. Ownership of fans, radios, and televisions and type of housing and other facilities such as water 
ANALYSIS OF GROUPS GIVEN AND NOT GIVEN SECOND DOSE
Forty six of the 113 children received their second dose of diphtheria, tetanus, and pertussis vaccine. The two most significant characteristics that distinguished these children from the remainder were parents' education and economic status. Birth order and nutritional status also varied between the groups.
Economic status was estimated from the possession of goods and services, the type of house, and the size of income (table I) . Income was 90% higher among families whose children received the second dose of vaccine. Univariate analysis showed that a significantly higher proportion of families in this group had more than one room and one bed, a cement floor, and a cement block roof and owned a radio, fan, and television. Poor economic conditions as reflected by lack of goods and services as well as by poorer housing were associated with a twofold to threefold increase in the risk of non-compliance with the second dose (table I). Families of children who received the second dose tended to have lived longer in their accommodation (45 months as opposed to 34) and to lead more secure and settled lives. When we considered all the economic indicators as a composite there was a clear correlation between economic status and compliance with the second dose.
Education-There was a high degree of correlation between mothers' education and whether children had their second dose of the vaccine. Mothers of children who received the second dose had had a mean of four years' schooling, and mothers of children who did not receive the second dose had had a mean of one year's schooling. Whereas only 14 (30%) mothers in the group given the second dose had had no schooling 45 (67%) mothers in the group not given the second dose had had no schooling. Children of women who had not been to school were nearly twice as likely not to have their second dose ofvaccine as children ofmothers who had been to school. Fathers of children who received the second dose had also had more schooling (mean seven years) than fathers in the other group (mean three years) (table II) .
Knowledge and motivation-In the first interview parents were asked about the purpose of vaccination, whether they could name any of the diseases it protects against, and how many doses were required. Those whose children received the second dose of the vaccine were more than twice as likely to know that three or four visits to the immunisation centre are required (table II) . Were some more able to retain and understand what they had been told because of their education or did staff explain things better to the educated ones because oftheir perceived status? This is an important area for further research as preferential treatment by health care providers has been documented elsewhere.4 What is clear is that children whose parents were not able to answer knowledgeably in the first interview were also less likely to have their second dose.
Satisfaction wuith curative treatment-Paradoxically, We found a significant difference in level of knowledge about the expanded programme on immunisation between the two groups, which suggests that giving information and education is an essential part of the motivational process. Paradoxically, parents who brought their children back for the second dose of the vaccine were less likely to be satisfied with the hospital care that the children had received. This has positive implications in relation to the WHO policy on missed opportunities for immunisation in hospitals. It suggests that negative experiences in a curative context do not necessarily prevent parents from bringing children back for their second dose of vaccine. On the contrary, children whose parents were critical about treatment were more likely to complete the full immunisation course. A hospital stay is not only a chance to give the first dose of vaccine but it is also the opportunity to give health education that will effectively motivate parents in the future. This has policy implications for other areas of primary health care and suggests that health education is appropriate in a treatment setting.
The relation between mothers' education and child survival has been well documented.5 6What is less well understood is the nature of this relation. Our findings suggest one explanation, which is that schooling makes women better able to understand and use preventive health care facilities such as immunisation. A further question calling for qualitative research is the extent to which health education strategies could be better designed to meet the needs of those who have not been to school. We have raised the issue of staff perceptions and the possibility that education may act as a proxy for higher status, which causes health workers to treat educated parents differently. This is a fruitful topic for operational research. The WHO predicts that the expanded programme on immunisation will increasingly promote other primary health care practices which are consistent with its delivery system and target populations.' Our study shows how health workers can promote immunisation in a curative context as an integrated part of primary health care in Bangladesh.
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Design-Randomised crossover trial comparing two groups offered intervention by a physiotherapist, one immediately after entry into the trial and the other after a delay of three months. The intervention consisted of identifying problems and offering advice and help to solve the problems.
Setting-Patients' homes in Oxfordshire. Subjects-Patients who had reduced mobility due to a stroke more than one year before entry; 60 were recruited from a community stroke register and 34 in other ways.
Main outcome measures-Standard measures of mobility including gait speed, functional ambulation categories, the Nottingham extended activities of daily living index, and individual items from the Barthel activities of daily living index and the Frenchay activities index. Measures of manual dexterity, depression, and anxiety were used as controls.
Results-94 patients entered the trial and 49 were randomised to immediate and 45 to delayed physiotherapy; 89 were compared at the crossover point. At randomisation the two groups were comparable. At three months the group given early therapy showed an improvement in gait speed whereas the untreated group had declined (differences of -3.9 v 6-4 s to walk 10 m; p<0-01); between three and six months the group given delayed therapy showed improvement and the previously treated group declined (differences of 6-5 v -3 9 s to walk 10 m; p<0-01). A 9% (95% confidence interval 0% to 18%) decrease in time taken to walk 10 m was associated with treatment and a 12% (2% to 19%) increase when patients were untreated. Other measures did not change significantly.
Conclusion-Intervention of an experienced physiotherapist late after stroke specifically improves mobility, albeit by a small amount, but the effects do not seem to be maintained, perhaps because there is an underlying decline in mobility in these patients. Gait speed offers a simple and sensitive measure of outcome.
Introduction
Over half of all stroke survivors have continuing problems with mobility," although not all these problems arise from the stroke. Many doctors and patients think that physiotherapy may help. Some studies suggest that late rehabilitation might lead to considerable general benefit,34 but there is little specific evidence to guide doctors, therapists, or managers when considering physiotherapy after stroke. Further, none of the few randomised studies on rehabilitation after stroke have specifically investigated the effect on mobility. Some small studies have investigated the effects on mobility of particular interventions such as the use of foot splints or biofeedback.56
The Oxfordshire community stroke project's register of long term stroke survivors7 allowed us to study the effects on mobility of physiotherapy given to patients who would not be expected to show much spontaneous change and yet for whom physiotherapy is often suggested. We investigated the effects on patients' mobility of being seen, advised, and sometimes treated by a physiotherapist late after stroke. The primary aim was to detect whether mobility improved as a result of the intervention. The design incorporated a control group given therapy after a delay, and a modified crossover analysis was also undertaken.
Method
All patients studied had mobility problems more than one year after stroke: they used a walking or mobility aid, other than just a stick; had had a fall in the previous three months; were unable to manage stairs, slopes, or uneven surfaces independently; or had a slow gait speed >10 s over 10 m if under 60, > 12 5 s if 60-69, >16-5 s if over 70.2 Patients who had agreed to enter the trial were accepted unless we were unable to detect an impairment related to stroke that was likely to reduce mobility and also able to identify an alternative cause for impaired mobility.
Most patients (n=60) were recruited from the 328 survivors in the Oxfordshire community stroke project.8 At final follow up two to seven years after their first stroke patients were assessed for mobility and, if eligible, they were asked to enter the study. Those accepting were contacted six to 12 months later and assessed by a non-treating physiotherapist who decided whether the mobility problems were due to stroke; if so the patient was entered into the trial.
Calculations based on published evidence' 29 suggested that a sample of 100 patients would give an 80% chance at the 5% level of detecting a one category improvement-for example, in walking outdoors-in 10% of patients. We expected to recruit this number
